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FIVE (5) PRESCRIPTION LIMITATION: Each time you fill or refill a Medicaid covered prascription, you must mark one of the
prescripiion limitation boxes, t¢ indicate the number of individual prescriptions the claimant has recaived and for which Medicaid
will pay. if ali five boxes have been marked, the claimant is not eligible for further Medicaid payment of drug charges in the

GUALIFIED MEDICARE BENEFICIARIES: Individuals with a “Y" indicator in the QMB field are eligibig for benefits in addition
to regular Medicaid, which inciude Medicare covered services. Total Medicaid payment for Medicare covered services will consist
of co-insurance and deductible amounis, as determined by the Medicare program.
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